Objective To investigate the effect of child temperament, maternal psychologic symptoms, maternal chronic pain, and parenting stress on children's somatic complaints. Methods The study was embedded in the Generation R Study, a population-based cohort study. Child somatic complaints were assessed via motherreport in 5,171 children of 18 months of age. Questionnaires assessed maternal somatic symptoms, symptoms of depression, anxiety during pregnancy and 2 months after delivery, maternal chronic pain during pregnancy, parenting stress 18 months after birth, and mother-reported child temperament 6 months after birth, as the determinants. Results Fearful temperament, temperamental falling reactivity, maternal somatic symptoms, anxiety symptoms, and parenting stress each independently and prospectively increased the likelihood of children's somatic complaints at 18 months of age. Conclusions In toddlers, temperament, maternal stress, and maternal somatic symptoms seem particularly important for the development of somatic complaints, but long-term research is needed to establish causality and predictive value of these factors.
Somatic complaints, particularly recurrent pain complaints, are common in childhood (Campo & Fritsch, 1994) . Somatic symptoms or complaints in children include abdominal pain, headaches, musculoskeletal pain, fatigue, nausea, loss of appetite, and dizziness, among others (Eminson, 2007) . Medically unexplained somatic symptoms are a heterogeneous group of conditions characterized by persistent physical symptoms that cannot be explained by medical illness (Brown, 2007) . One study found that 56% of the children reported one or more symptoms during the preceding 2 weeks, as assessed with the Children's Somatization Inventory, a self-report instrument that asks children to rate the frequency of 36 symptoms (Garber, Walker, & Zeman, 1991) . Overall, the exact prevalence of somatic symptoms in children, however, cannot easily be derived from the literature, because of inconsistent definitions between studies (some definitions include only pain, while others include symptoms like dizziness or nausea also) and the use of different measurement instruments (see review of Campo & Fritsch, 1994) . Moreover, because prevalence studies mostly investigated school-aged children, the frequency of somatic symptoms in toddlers is not known.
Children often express distress through somatic symptoms (Craig, Cox, & Klein, 2002; Garralda, 1996) . Most symptoms are preceded by psychosocial stress and are of short duration, involving little functional impairment (Eminson, 2007) . Nevertheless, medically unexplained somatic symptoms can be a burden on the child, the family, and the health care system (Campo & Fritsch, 1994; Eminson, 2007) . Somatic complaints in toddlers have also been associated with behavior problems in adolescence, such as increased externalizing and internalizing problems (Pihlakoski et al., 2006) . Moreover, somatic symptoms frequently become chronic and lead to the development of somatization disorder later in life (Rocha, Prkachin, Beaumont, Hardy, & Zumbo, 2003) , which is a defined psychiatric condition involving a large number of symptoms, often coinciding with psychologic stress (American Psychiatric Association, 2000) .
In terms of causes of somatic symptoms, several aspects have been identified, among which are psychological factors, such as family tension or child worry about parents, child temperament, and parent physical and mental health complaints. Studies to date have investigated one factor at a time, which makes developing a comprehensive theoretical model in order to explain somatic symptoms not straightforward. In addition, somatic symptoms do not constitute a unitary phenomenon (Eminson, 2007) . Eminson thus suggests a simple model that aims to identify ''within child factors,'' ''within parent factors,'' and ''health care professional factors''. At each level of factors, there will be processes that either increase or maintain a child's symptoms and associated impairment, or that decrease the symptoms and impairment. Interactions between the child and the parent and between the parent and the health care system may also exacerbate or maintain symptoms (Eminson, 2007) . In the current study, many potential factors will be investigated; the focus is on the ''within child factors'' and ''within parent factors''.
The present study will focus on the temperament as a primary child factor. Previous research suggests that temperament impacts the presence of somatic symptoms. ''Emotionality'' at the age of 3 years positively determined somatic symptoms at 4 years of age (Grunau, Whitfield, Petrie, & Fryer, 1994) . Rocha and Prkachin (2007) investigated negative mood, withdrawal and adaptable behavior, combined into a temperament trait ''adjustment''. They found that lower ''adjustment'' at the age of 5 years was related to increased somatic symptom reports at the age of 12 years. Yet, there is a lack of knowledge about these associations in children <3 years.
When it comes to parent factors, research has focused on parent somatic symptoms. A study by Craig, Cox, and Klein investigated children of mothers suffering from chronic somatization (i.e. medically unexplained physical symptoms of at least 2 years duration), mothers with chronic ill health (i.e. medically diagnosed symptoms of at least 2 years duration), and mothers who never suffered from chronic physical symptoms. They found that mothers with chronic somatization reported more headaches, stomach aches, other types of pain, fatigue, and eating difficulties in their children than chronically ill or healthy mothers (Craig et al., 2002) . Livingston, Witt, and Smith (1995) studied a sample of parents with somatic symptoms and the number of parental somatic symptoms significantly predicted the presence of more than two unexplained somatic symptoms in the child. Further, in a sample of children with recurrent abdominal pain, an association was found between parental somatic symptoms and children's somatic symptoms (Walker, Garber, & Greene, 1994) . Results from all these studies are consistent, yet all studies investigated children aged >4 years.
Keeping with ''within parent factors,'' anxiety and depression have also been found to be more common in mothers of children with somatic complaints (Campo & Fritsch, 1994) or specific pain complaints (Campo et al., 2007; Garber, Zeman, & Walker, 1990) . However, most research concerning this association has investigated children with pain, which means these findings cannot be generalized to children with other somatic symptoms.
Finally, parenting stress is another potential parent factor. It is theorized that compromised parenting reduces the ability of the child to deal with common childhood aches (Grunau et al., 1994) . To our knowledge, no research has investigated parenting stress as a predictor of children's somatic symptoms. However, parenting stress has been investigated in relation to internalizing problems, a higher order classification of behavior problems, which include somatic complaints (Achenbach & Edelbrock, 1978; Achenbach & Rescorla, 2000) . Parenting stress measured at 1, 2, and 3 years of age predicted internalizing problems of 4-year-old children (Goldberg et al., 1997) . Parenting stress has also been related to the persistence of internalizing problems in preschool children (Briggs-Gowan, Carter, Bosson-Heenan, Guyer, & Horwitz, 2006) . These findings point to a possible contribution of parenting stress to somatic symptoms.
There is a lack of knowledge about parental determinants of somatic complaints in children <4 years of age. Yet in the first few years of life, the development of children is strongly influenced by the parents. If a parent experiences physical or psychological symptoms, the child's development can easily be affected, possibly precipitating somatic symptoms. Child and parent factors may precipitate the development of somatic complaints independently and also in interaction. The aim of the present study was to prospectively investigate several potential determinants of medically unexplained somatic symptoms in young children. Both within child factors and within parent factors were investigated. Based on Eminson's model and previous research, we hypothesized that child temperament, maternal chronic pain, somatic symptoms, depressive symptoms, anxious symptoms, and current parenting stress each independently and prospectively predict increased somatic symptoms in 18-month-old children.
Methods
The current investigation was conducted within the Generation R Study, a population-based cohort study from 12 weeks gestation into young adulthood in Rotterdam, the Netherlands. The Generation R Study, designed to investigate determinants of health, development, and growth, has been described previously in detail (Jaddoe et al., 2006) . At inclusion in the study, written informed consent was obtained from all participants. The Medical Ethical Committee of the Erasmus Medical Center, Rotterdam, approved the study.
Participants and Procedures
All pregnant women living in Rotterdam with expected dates of delivery between April 2002 and January 2006 were invited to participate. A total of 7,295 women with live born children gave consent for postnatal follow-up. When the children were 18-months old, 7,096 questionnaires were sent out (3% not sent out due to logistical problems) and 5,342 questionnaires were returned (response rate 75%). A total of 5,171 parents completed the questions concerning child somatic complaints. The mean age of the children was 18.4 months (SD ¼ 1 month) and 49.6% were boys. The mothers were on average 33.3-years old. The national origin of the children was as follows: 66.7% Dutch, 9.0% other Western, such as European or American, and 24.3% other non-Western, such as Moroccan, Turkish, or Surinamese.
To examine whether nonresponse was selective, missing data analyses were carried out, comparing the parents who completed the 18 months questionnaire on somatic complaints with those who did not return or complete that questionnaire. We conducted Student's t-tests for normally distributed continuous variables, Mann-Whitney U-test for continuous variables that were not normally distributed, and w 2 tests for categorical variables. 
Measures
Over the course of the Generation R Study, parents completed many questionnaires at different assessment moments. Due to convenience and methodological issues, specific measures were administered at different time points over the course of the study. During pregnancy, we assessed maternal chronic pain at 12-weeks gestation and maternal psychological symptoms at 20-weeks gestation. Maternal psychological symptoms were assessed again 2 months after the child's birth.
Child temperament was assessed 6 months after birth. Parenting stress and child somatic complaints were measured when the children were 18-months old.
Child Temperament
Child temperament was assessed using an adapted version of six scales of the Infant Behavior Questionnaire-Revised (IBQ-R; Gartstein & Rothbart, 2003) . The IBQ-R asks parents to rate the frequency of specific behaviors observed over the past week (Gartstein & Rothbart, 2003) . The six scales in our adapted version included activity level, distress to limitations, fear, duration of orienting, falling reactivity, and sadness (Roza et al., 2008) . Activity level relates to gross motor activity and squirming. Distress to limitations refers to negative emotionality and reaction to frustrating situations. Fear includes rejection of new objects and persons. Duration of orienting comprises items on attention and distractibility. Falling reactivity refers to the rate of recovery from peak distress or frustration. Finally, sadness relates to lowered mood due to personal suffering or object loss. In contrast to the other five scales, the original scores on falling reactivity denoted less problems. They were reversed, for ease of interpretation. Thus, higher scores on all of the scales indicate more difficult behavior. Similar to Gartstein and Rothbart (2003) , the scores for each scale were calculated by dividing the sum of the items by the number of completed items. The IBQ-R has adequate reliability and validity (Gartstein & Rothbart, 2003) . Internal consistencies, measured by Cronbach's a, for the adapted IBQ-R in the current study were .71 for activity level, .74 for distress to limitations, .85 for fear,
.72 for duration of orienting, .75 for falling reactivity, and .75 for sadness, which is comparable with the internal consistencies of the original IBQ-R.
Maternal Chronic Pain
Maternal chronic pain was determined from questions regarding general physical health. Various kinds of illnesses and diseases were listed, and mothers were asked to indicate whether they were chronically suffering from the illness or not. We tried to minimize misclassification of pregnancy-related symptoms as chronic pain, by asking for specific conditions (i.e. diagnoses instead of symptoms) and clearly indicating in the questionnaire instructions that the questions were about general health. The following conditions were categorized as chronic pain: migraine, other types of headaches, intestinal disorders, back disorders, and rheumatoid arthritis. In addition, mothers were asked whether they had any other (not listed) chronic illness or condition. This essay question was reviewed by one of the authors (N.W.) and a second rater with a medical degree to extract chronic illnesses that involve pain. Answers included ulcerative colitis, Crohn's disease, specific types of arthritis, sarcoidosis, whiplash, repetitive strain injury (i.e. cumulative trauma disorder), dystrophy, or dysplasia. Inter-rater agreement was 86%. Differences were discussed to reach consensus. We created a dichotomous variable indicating the presence of a chronic pain condition.
Maternal Psychological Symptoms
Maternal psychological symptoms were assessed using the Dutch translation (De Beurs, 2006) of the Brief Symptom Inventory (BSI; Derogatis, 1993; Derogatis & Melisaratos, 1983) . The BSI is a 53-item questionnaire and contains six subscales, of which three subscales were used: depression, anxiety, and somatization. Also, the total score of all endorsed symptoms was calculated (General Symptom Index) and used as a general measure of maternal psychological symptoms. Respondents indicated how much each listed symptom or problem distressed or bothered them in the past 2 weeks, on a 5-point scale. In accordance with the procedure outlined in the manual (De Beurs, 2006) , scores for each subscale from each measurement moment were summed and divided by the amount of completed items. The Dutch BSI has shown good test-retest reliability (from .71 to .89), good internal consistencies (.88, .85, .85, and .96 for depression, anxiety, somatic symptoms, and general symptoms, respectively) and good criterion, discriminant, and convergent validity (De Beurs, 2006 ). In the current sample, internal consistencies for depression, anxiety, somatic symptoms, and general symptoms, as measured by Cronbach's a, were .85, .81, .73, and .96 at the prenatal measurement moment, and .83, .81, .72, and .95 at the postnatal measurement moment.
Parenting Stress
The level of stress in the parent-child dyad was measured by the Nijmeegse Ouderlijke Stress Index-Kort (NOSIK; De Brock, Vermulst, Gerris, & Abidin, 1992) , the Dutch version of the Parenting Stress Index-Short Form (Abidin, 1983) . The NOSIK comprises 25 questions on two domains: parenting stress due to parent factors and parenting stress due to child factors. Only the 11 items of the parent domain were used in the present analyses. Examples of questions are: ''Parenthood of this child is harder than I thought'' or ''I often do not understand my child''. Items were assessed on a 4-point Likert scale. Analogous to the manual (De Brock et al., 1992) , scores were summed and divided by the number of completed items. Higher scores indicate greater levels of stress. The NOSIK has good reliability (Cronbach's a ¼ .95) and validity (De Brock et al., 1992) . Internal reliability for the 11 items in the current study, measured by Cronbach's a, was 0.72.
Outcome Measure: Child Somatic Complaints
The children's somatic complaints were measured using a subscale from the Child Behavior Checklist 1.5-5 (CBCL; Achenbach & Rescorla, 2000) . The CBCL consists 99 problem items; parents indicated whether their child did not (0), sometimes (1), or often (2) experience this problem. Scores of 11 items concerning somatic complaints without a known medical cause were summed to create a summary score of the subscale somatic complaints, with a possible range of 0-22, as described in the manual (Achenbach & Rescorla, 2000) . Examples of items are: ''Headaches, without medical cause,'' ''Constipation, without being ill,'' ''Nauseous, without medical cause''. Dutch norm groups provided cut-off scores (based on 83rd percentile in norm group) to differentiate between subclinical/ clinical problems and nonclinical problems (Tick, 2007) . The CBCL has good reliability and validity; the internal consistency of the somatic complaints scale, measured by Cronbach's a was .80 (Achenbach & Rescorla, 2000) . The internal consistency of the somatic complaints subscale in the current study was .49.
Covariates Demographics, such as the child's sex, age, ethnicity, gestational duration, birth weight, medical history during the first year of life (multiple visits to the general practitioner, visit to the specialist, and hospitalization), maternal 
Data Analyses
Due to nonresponse, not all data on determinants were available for the 5,171 participants. The proportion of missing data for the determinants ranged between 1% and 33%. Therefore, we carried out multiple imputation of the missing data (Schafer, 1997 (Schafer, , 1999 . The results when including participants with missing data confirmed Shafer's (1997) reasoning, but were still very similar to the results in participants with completely observed data. We generated 10 imputed datasets to achieve a relative efficiency of at least .97 with these percentages of missing values (Rubin, 1987) . Because of the nonmonotone missing pattern of the data, we used the Markov chain Monte Carlo method in Proc MI as implemented in SAS version 9.1 (SAS Institute Inc., 2004). Variables with skew distributions were transformed to meet the procedure's assumption of a multivariate normal distribution of the data. Imputed values of dichotomous variables were not rounded after imputation, to avoid introducing bias (Horton, Lipsitz, & Parzen, 2003) . Both the imputation model and the actual analysis models were fitted using SD scores of the determinants, for ease of interpretation of the parameter estimates. After fitting logistic regression models, we used Proc MIANALYZE in SAS version 9.1 to combine the parameter estimates generated from each of the 10 imputed datasets, and to obtain adjusted standard errors and confidence intervals (CIs) by incorporating between-and within-imputation variance.
To test our hypotheses, we carried out logistic regression analyses in SAS version 9.1. First, we fitted models to test the effect of each determinant on child somatic complaints. These models were adjusted for demographics (i.e. child's age, sex, ethnicity, and maternal education) and the child's medical history. Other potential confounders (e.g. maternal age) did not significantly change any effect estimates and were not included in the analyses. Then, models were fitted to test whether the observed effects were independent effects or whether attenuation of effects indicated that some variables were indicators of one underlying construct. These models were thus additionally adjusted for child temperament, parenting stress, maternal chronic pain, and prenatal somatic symptoms. Maternal somatic, anxious, and depressive symptoms were not adjusted for each other due to collinearity and comorbidity of the respective symptom scores. Interaction effects between determinants and confounders and among determinant pairs were investigated, but will not be reported, as none were significant.
Results
There were 265 (5%) children who scored above the cut-off score on somatic complaints on the CBCL, meaning they had (sub)clinical levels of symptoms. Table I shows the associations of somatic complaints with demographics. Non-Western children were more likely to have (sub)clinical levels of somatic complaints. Also, mothers of children with (sub)clinical levels of symptoms were on average 1.6-years younger and were educated at a lower level than mothers of children with nonclinical symptoms. Table I presents the unadjusted associations of the determinants with child somatic complaints. Children with (sub)clinical levels of somatic complaints differed significantly from children without somatic complaints on all investigated determinants.
Associations of Child Somatic Complaints with Demographics

Prediction of Child Somatic Complaints by Determinants
Results of model I in which the determinants were adjusted for demographics (Table II) show that children with somatic complaints at 18 months of age were more likely to have a parent who reported more temperamental difficulties in their child [e.g. more fearful temperament, more sadness, and more difficult temperament regarding falling reactivity (i.e. the rate of recovery from distress)]. Mothers of children with somatic complaints also reported more psychological symptoms. For example, these mothers reported more somatic symptoms during pregnancy and 2 months after the child's birth. Further, parents of children with somatic complaints experienced more parenting stress. Unlike the unadjusted associations shown in Table I , maternal chronic pain did not predict child somatic symptoms after adjusting for demographic characteristics.
When the determinants were additionally adjusted for each other (model II, Table II), child somatic complaints were still significantly influenced by fearful temperament and by the temperamental trait falling reactivity. None of the other temperamental traits predicted somatic complaints. Maternal prenatal somatic symptoms significantly predicted a 25% increased risk of the child having somatic complaints. The same held for maternal somatic symptoms measured 2 months after the child's birth. Also maternal anxiety and general symptoms, both during pregnancy and 2 months after the child's birth predicted a greater likelihood of a child having somatic complaints. Maternal depression did not predict child somatic symptoms in model II (i.e. after adjustment for maternal chronic Assessments of the infant's medical history spanned the period from 0 to 12 months of age. *p < .05; **p < .01; ***p < .001.
pain, parenting stress, and child temperament). Parenting stress remained a strong risk factor for child somatic complaints in model II; it predicted a 47% increase in risk. The Nagelkerke R 2 for model II that included maternal somatic symptoms during pregnancy, maternal chronic pain, all child temperament traits and parenting stress was 16.5%.
Discussion
Our findings underpin the basis of the theoretical model by Eminson that there are many different etiological factors for somatic symptoms in children. Our study showed that when a child had a more fearful temperament or needed more time to recover from distress (i.e. falling reactivity) at 6 months of age, there was a greater likelihood of the child having somatic complaints 1 year later. Moreover, more maternal somatic symptoms and symptoms of anxiety during pregnancy, and shortly after the child's birth increased the likelihood of a child having somatic complaints at 18 months of age. Parenting stress was strongly associated with child somatic symptoms as well. These are independent determinants of child somatic complaints. Maternal depression and chronic pain also predicted child somatic complaints, but after adjusting for demographic characteristics, parenting stress, and child temperament, effects on child somatic complaints were attenuated and nonsignificant. Child temperament was the most proximal factor investigated as a determinant of child somatic symptoms. Children who react with fear to new persons or situations, or who need more time to recover from distressing experiences were more prone to experience somatic symptoms. Every SD increase in each of these temperamental traits was associated with $25% increase in the likelihood of child somatic symptoms. Our findings are consistent with other studies that showed that temperamental differences in reactivity of school-aged children are prospectively associated to somatic symptoms (Grunau et al., 1994; Rocha & Prkachin, 2007) . Our findings support the notion that the development of somatic symptoms often Model II encompassed model I and was additionally adjusted for all temperamental traits, maternal chronic pain, maternal somatic symptoms during pregnancy, and parenting stress. Due to collinearity and comorbidity of the respective psychological symptom scores, all maternal psychological symptoms were not adjusted for each other. *p < .05; **p < .01; ***p < .001.
starts with anxious or emotionally reactive children who perceive more threat and danger in the environment (Beck, 2008) . Maternal somatic symptoms and anxiety were highly significant risk factors, predicting a 20-25% increase in risk of somatic complaints in very young children for every SD increase in maternal symptoms. There are several mechanisms that can explain the ''transfer'' of somatic symptoms or anxiety from mother to child. First, children might learn by imitation (i.e. modeling) to be anxious, or to have a heightened sensitivity to various bodily symptoms, and attribute harmful meaning to them. Also, children might imitate parental behavior of expressing distress as somatic complaints. Previous studies have indeed found that specific pain behavior of parents is often modeled by their children, affecting the occurrence of somatic symptoms (Osborne, Hatcher, & Richtsmeier, 1989; Rickard, 1988) . Second, children's somatic complaints could be reinforced by the extra attention from a mother with somatic symptoms. Previous studies found that children's symptoms are influenced by parental reinforcement (Walker, Garber, & Greene, 1993; Whitehead et al., 1994) . Third, children may experience stress because their mother is displaying anxiety or somatic symptoms. As children have not yet fully developed cognitive abilities and verbal skills to express emotional stress and difficulties, many children may manifest distress or difficulties through somatic symptoms (Garralda, 1996) . However, this same line of reasoning could apply to the hypothesized relationship between maternal depression and child somatic symptoms, yet our data did not show such an association. Fourth, children might inherit specific genetic variations and thus the susceptibility to respond to environmental stress with physiological changes or psychological symptoms (Walker et al., 1994) . Fifth, bias might influence our results: mothers who have high somatic concerns or are anxious might project the same feelings regarding their children's health and thus could report more symptoms. Although the last assessment of maternal somatic symptoms took place 16 months before the measurement of child somatic complaints, information bias may exist and result in an overestimation of the associations. Future research should try to disentangle real associations from information bias. Possibilities are to assess children's symptoms by other informants' reports (i.e. fathers) or to use observational data. Future investigations should also attempt to find out which mechanisms provide the best explanation for the associations between maternal and children's somatic symptoms.
We found that parenting stress was strongly related to child somatic complaints; each SD increase in parenting stress was associated with a 47% increase in the likelihood of somatic complaints. This result is consistent with studies finding parenting stress being related to internalizing problems (Briggs-Gowan et al., 2006; Goldberg et al., 1997) . Parenting stress was measured at the same time as child somatic complaints. Prospective research is needed to gain insight into the temporal relationship and predictive value of the factor.
Maternal chronic pain did not predict children's somatic complaints after adjusting for demographic characteristics. This is not consistent with previous studies, which found that children who have more somatic complaints or concerns were more likely to have a parent with a physically painful illness (Craig et al., 2002; Jamison & Walker, 1992) . However, these studies investigated children aged >4 years, while our sample consisted 18-month-old children.
The internal consistency of the somatic complaints scale was moderate (a ¼ .49). This coefficient was calculated using the original item assignment of the CBCL (Achenbach & Rescorla, 2000) . Numerous populations have been studied using these CBCL item assignments and it is not desirable to have multiple scoring systems unless we know that the factor structure differs for a well-defined subgroup. Our moderate internal consistency suggests that the factor structure could be less robust across settings, cultures, age groups, etc. The a in our Dutch sample was similar to the a in the Dutch normative sample studied by Tick et al. (2007) ; their a for somatic complaints was .52 (N. Tick, personal communication). However, a formal evaluation of the factor structure is only possible with a confirmatory factor analysis. Such an analysis is beyond the scope of the present study.
A limitation of this study is the fact that there still might be selection effects in our data, as the outcome variable ''somatic complaints'' was not imputed. Among the families who did not complete the outcome measure, there was a higher percentage of children of non-Western origin, the mothers were educated at a lower level, and reported more chronic pain, psychological symptoms, and child temperamental difficulties. Eminson's (2007) theoretical model describes lower socioeconomic status and family's mental and physical health as risk factors for higher somatic symptom scores in children. Therefore, we expect that results from a more representative sample will yield similar or stronger effects than the effects that we found in the current sample. Another limitation is that we do not have data regarding maternal chronic pain postpregnancy. One aspect that also deserves attention in future research is the role of fathers in the development of somatic symptoms. Further, our study lacks information about the health care professional factors in Eminson's model, as we used a population-based sample instead of a clinical sample. Examples of professional factors, which could be investigated in the future, include the communication about the child's and the parents' feelings and experiences, and how a trusting working relationship is established (Eminson, 2007) .
In conclusion, our study indicated that both parental psychological health and child temperament are risk factors for a child having (sub)clinical levels of somatic symptoms. Many of these risk factors were measured >1 year before the assessment of somatic symptoms, yet predicted 20% to almost 50% greater risks of somatic symptoms for every SD increase in the risk factor. The risk factors thus have prolonged and substantial effects during the first 18 months of children's lives. Our findings suggest that the first months of children's development are a critical period. Physicians and other health care professionals, who are consulted for the somatic symptoms of children, should be aware of both the existence of relationships of these symptoms with psychosocial factors and also the longitudinal aspects of the relationships. Professionals can provide care not only directed at the child's complaint, but should also specifically address these psychosocial issues in their conversations with parents. Moreover, it is important to realize that the temperamental difficulties, maternal somatic symptoms, symptoms of anxiety, and parenting stress are all independent risk factors, meaning that, ideally, all these issues should be addressed. When the risk factors are detected early in the child's life, it is possible to start early interventions to prevent children's somatic symptoms from aggravating.
